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Abstract
Background Person-centred care (PCC) is increasingly advocated as
a new way of delivering health care, but there is little evidence that it
is widely practised. The University of Gothenburg Centre for Person-
Centred Care (GPCC) was set up in 2010 to develop and implement
person-centred care in clinical practice on the basis of three routines.
These routines are based on eliciting the patient’s narrative to initiate
a partnership; working the partnership to achieve commonly agreed
goals; and using documentation to safeguard the partnership and
record the person’s narrative and shared goals.
Objective In this paper, we aimed to explore professionals’ under-
standing of PCC routines as they implement the GPCC model in a
range of diﬀerent settings.
Methods We conducted a qualitative study and interviewed 18 clini-
cian-researchers from ﬁve health-care professions who were working
in seven diverse GPCC projects.
Results Interviewees’ accounts of PCC emphasized the ways in
which persons are seen as diﬀerent from patients; the variable
emphasis placed on the person’s goals; and the role of the person’s
own resources in building partnerships.
Conclusion This study illustrates what is needed for health-care pro-
fessionals to implement PCC in everyday practice: the recognition of
the person is as important as the speciﬁc practical routines. Intervie-
wees described the need to change the clinical mindset and to develop
the ways of integrating people’s narratives with clinical practice.
Introduction
There is a long history of patient-centredness
within health care. Since the 1960s, there has
been a growing literature on patient-centred
consultations,1 patient-centredness,2,3 shared
decision making,4 person-centred care 5,6 and col-
laborative deliberation.7 A recent international
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review of person-centred care identiﬁed three con-
ceptual pillars: personhood, partnership and an
overarching group of related concepts.8
Researchers interested in clinical practice
have noted that these models of patient–
professional relationships, however character-
ized, have not inﬂuenced the practice of health
care to any appreciable extent. Internationally,
Harding et al.8 concluded that the implementa-
tion of PCC in the mainstream remains
tentative. Thus in 2010, with the intention of
actually implementing PCC, an interdisciplinary
group of clinical and non-clinical academics set
up a Swedish research centre for the study of
person-centred care in long-term illness.9 The
centre is the University of Gothenburg Centre
for Person-Centred Care (GPCC). Its founders
proposed three ‘simple routines’ to initiate, inte-
grate and safeguard person-centred care in
daily clinical practice, the GPCC model. The
ﬁrst routine serves to initiate a partnership by
eliciting the patient narrative, deﬁned as the
sick person’s personal account of their illness,
symptoms and their impact on their life. It cap-
tures the person’s suﬀering in the context of
their everyday lifeworld, in contrast to medical
narratives that reﬂect the process of diagnosing
and treating the disease. The second routine
serves to work the partnership by means of
shared decision making, so that professionals,
patients and very often their relatives all work
together to achieve commonly agreed goals.
The third routine serves to safeguard the part-
nership by documenting the narrative in the
form of patient preferences and values, as well
as involvement in care and treatment decision
making. These routines represent clinical tasks
to be undertaken by the professional as well
everyday goals undertaken by the patient/rela-
tives. This distinctive model of person-centred
care is intended to diﬀerentiate it from other
models by focusing more on the capabilities of
the person and is rooted in the philosophical lit-
erature.10,11 The architects of GPCC pointedly
avoided using the term ‘patient-centred care’,
arguing that the word ‘patient’ tends to objec-
tify and reduce the person to a mere recipient
of medical services.9
The centre has coordinated and partly funded
about 40 studies in a wide range of clinical and
community settings. All these studies aimed to
implement the three routines of PCC, which
their earlier and on-going trials have shown to
be eﬀective. These trials have been conducted
with people undergoing surgery for hip
fracture,12 people hospitalized for chronic
heart failure 13 and people having cardiac reha-
bilitation after acute coronary syndrome.14 The
acute coronary syndrome project (see Table 1)
will be referred to as the ‘index’ project because
the GPCC model was developed by its authors.
The routines of PCC are being constantly devel-
oped and adapted in the other GPCC projects.
For PCC to become part of everyday clinical
practice, health-care professionals need to
change their working practices as well as the
environment within which PCC is provided.15
Thus, the aim of this paper was to examine the
implementation of the GPCC model across a
range of health-care and community settings,
starting with professionals’ understandings of
what it means, and thereby to elaborate their
original deﬁnition of PCC.
Methods
The research was devised and conducted by an
international team based in Gothenburg, Swe-
den and Exeter, UK. As it was not possible to
study all 40 projects, it was decided to sample
seven projects that reﬂected primary, secondary
and tertiary health-care services (hospital, out-
patient, homecare, primary care). They were
chosen because they were further ahead in the
implementation process. The projects were as
follows: acute coronary syndrome (the index
project), irritable bowel syndrome, healthy
ageing in migrant communities, neurogenic com-
munication disorders, patient participation in
hypertension treatment, psychosis and osteo-
pathic fractures (see Table 1).
Three researchers in Gothenburg conducted
17 interviews with 18 people (one interview was
conducted with two people), none of whose ﬁrst
language was English. There were two or three
interviewees from each of the selected seven
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projects. Interviews were conducted in either
interviewees’ or researchers’ oﬃces. Seven inter-
views were conducted by a postdoctoral
researcher, eight by a PhD student and two by a
professor. Six interviews were conducted in
Swedish and translated into English. The inter-
viewers used a topic guide covering the
deﬁnition of PCC and its routines, and perceived
diﬀerences from and similarities to previous
health-care approaches such as evidence-based
medicine and patient-centred care. All the inter-
viewees were health-care professionals, and the
sample consisted of ten nurses, three occupa-
tional therapists, two speech and language
therapists, two physicians and one clinical psy-
chologist. They will be referred to as R1-R18.
Reﬂecting the interviewees’ language, we will use
both the terms ‘patient’ and ‘person’ when pre-
senting the results. The interviews lasted for
about an hour, and the range was 45–78 min.
The English language interviews were tran-
scribed in the UK. All the transcripts were
analysed ﬁrst by the two UK-based researchers,
who drew up and applied a preliminary induc-
tive coding frame. The emergent themes were as
follows: descriptions of PCC; the patient’s
account; the philosophy; diﬀerences in thinking
and seeing; the approach to working; the group;
the intervention; and barriers. The coding frame
was developed over time with the rest of the
team and discussed in regular online and face-
to-face meetings. A subsequent comparative
framework based on interviewees’ understand-
ings of the three routines provided the basis of a
second deductive coding exercise for this paper.
This framework was discussed in a face-to-face
meeting with some of the interviewees, who
made comments and corrections that were sub-
sequently incorporated.
In this paper, we are not aiming to compare
the projects with one another. Rather we are
using data from seven diverse projects to explore
diﬀerent professionals’ understanding of the
GPCC routines in a range of settings, and how
they had changed their clinical practice. The
results are presented to demonstrate that diﬀerent
interviewees emphasized diﬀerent aspects of PCC.
They are summarized as a series of descriptions
of PCC, as articulated by interviewees, which
elaborate the three routines. We will explore the
eﬀect of context on the implementation of PCC in
particular settings of another paper.16
Results
In a country where patient-centredness is not
well established,17 interviewees were not simply
reiterating programmatic statements about what
they should be doing, but explained their own
understanding of what PCC means in practice
and the challenges they encountered in trying to
implement the GPCC model. One interviewee
said that:
I think it’s a huge process to go from usual care to
person-centred care. . . the change could sometimes
seem very small but . . . it changes everything (R8).
Interviewees drew both from their own previ-
ous professional experiences and from the
experience of implementing the GPCC model.
Their understandings of PCC were shaped by
their practice setting and the nature of the popu-
lation they were caring for. The results will be
presented in four sections: the general descrip-
tion of PCC, the narrative, the partnership and
the documentation.
General description of PCC
When asked to deﬁne PCC, several interviewees
began by explaining the diﬀerence between a
patient and a person. They said that a patient
can be objectiﬁed as something which can be
measured, but to describe a person, one needs to
go beyond objective biomedical measurements.
It was explained that if you are a person, ‘you
are not your disease’ (R12). People may have the
same disease but not everyone is aﬀected in the
same way. A patient is a temporary role taken
on in the context of health care:
there is an idea behind just calling it person-
centred instead of patient, and that is that they are
mostly not patients (R6).
The person’s own opinions are more impor-
tant than when they are seen as merely a patient;
as a person, their emotions, wishes, resources,
ª 2016 The Authors. Health Expectations Published by John Wiley & Sons Ltd
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environment and community participation may
all be acknowledged.
The diﬀerence between patient-centred and
person-centred care was explored in the inter-
views. For one interviewee, there were no major
diﬀerences. For another who felt that one term
(person-centredness) would likely replace the
other, there were no conﬂicts between the two.
However, other interviewees described clear dif-
ferences between the two terms. It was asserted
that patient-centred care involved no theory
around the patient, no change in attitude and no
exploration of people’s emotions, wishes and
resources. By contrast, person-centred care was
based on a philosophy of the person; some inter-
viewees talked about ‘centring on the person’
(R4). It was claimed that patient-centred care
was concerned with groups of people (e.g. people
with diabetes), while person-centred care focuses
on individuals. In patient-centred care, an assis-
tive device would be provided without checking
with the individual what they wanted:
. . .providing a wheelchair without discussing it
with the person.. to me, is the opposite of person-
centredness. I always want to discuss what do you
need this assistive device for? (R16)
It was clear from some of the interviews that
person-centred care required health-care profes-
sionals to view the people they cared for in a
diﬀerent way. In usual care, professionals talk
above patients or about them, but patients are
never part of the team. The challenge in PCC
was to see patients as human beings with the
same needs for love and security as anyone else.
To use the word ‘person’ rather than ‘patient’
could change the professional’s mindset. One
interviewee said that she tried to encounter peo-
ple in the way she would want to be encountered
herself. The diﬃculty for mental health-care pro-
fessionals in particular was that they only see
people when they are ill. One interviewee said
. . .but when you meet the person in the city, all
of a sudden and see that “‘Oh God! This is this
person, you wouldn’t have thought”. . . that’s
good, because then you see that there is hope
and there is actually a very big change in the
person now compared to when he or she was in
the ward (R14).
In person-centred care, the person is viewed
the same way as any other person, and the chal-
lenge for the professional is to show the person
that they have been seen. It requires a diﬀerent
approach based on ﬂexibility and open-
mindedness. Rather than making assumptions
based on previous experience with the same
patient population, professionals need to see
every person as a new person. In PCC, profes-
sionals need to see that, even if severely ill,
people are experts on their own lives and have
resources. Therefore, professionals need to
acknowledge the person’s life, social context,
knowledge and capacities as well as their short-
comings. The point was also made that people
need to be active and take some responsibility
for their own health, and one interviewee
described the ‘persons’ in PCC as those who co-
operate with carers to produce their own care.
Several interviewees mentioned that persons
always have some resources, and a recurring
theme was that of the ‘capable person’. One of
the respondents from the index project said
that the
basic assumption is that all people are capable,
including the small child and the elderly person –
well they needn’t be elderly, the dementia patient
is capable. People are capable of diﬀerent things,
but everyone is capable . . . if the person can’t give
an account of themselves, of course there are rela-
tives who can (R5).
For some interviewees, seeing persons as cap-
able means that they have resources and can
take responsibility for their own actions; for
others, it means that persons can make a contri-
bution and support each other in community
settings; or as one mental health-care profes-
sional put it, it means that
I show them that you are seen and you are a cap-
able person . . . your dreams or your goals count
and they have value (R13).
Person-centred care can help to ‘lift the
strengths’ (R16) of individuals and, by showing
the person their own potential, professionals can
give them hope and thereby assist their recovery.
One interviewee mentioned inequalities and
said that in person-centred care, everyone is
ª 2016 The Authors. Health Expectations Published by John Wiley & Sons Ltd
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seen as capable and having the same rights, not
only those who can scream the loudest. It was
also acknowledged that the environment can
create possibilities for someone’s capability
to be realized.
Some interviewees emphasized the diﬀerence
between PCC and biomedicine, claiming that in
PCC the focus is on symptoms not signs, the per-
son is not a passive recipient of care and is not
objectiﬁed. As one interviewee explained:
.. (medical care) had developed into objectifying
the patient and reﬂecting patients as an object
which you can measure.. this has been the major
diﬀerence (R7).
Narrative
Interviewees discussed narratives in a taken-for-
granted manner without reference to writings on
narrative-based medicine,18,19 for example, but
congruent with the view that narratives provide
insights about individuals rather than so-called
typical patients. Patients’ narratives were gener-
ated in several diﬀerent ways in the diﬀerent
projects; mostly, they were generated within the
consultation, but in some cases narratives were
generated through the use of technology. Several
interviewees emphasized the importance of lis-
tening to the person, and one made the
distinction between listening and hearing. For
this professional, listening was much stronger
than hearing. One professional said:
I feel I have got it right when . . . they speak and
they talk about their troubles and, er, I shut up!
(laughs) (R6).
Interviewees gave examples of the kinds of
open questions that could be used to generate
the person’s narrative. These included questions
about the person’s feelings about the current sit-
uation; asking people what they wanted to
discuss; enquiring about thoughts and beliefs as
well as symptoms. One interviewee, talking
about the index project, said that there were
three open questions required to obtain the per-
son’s narrative. The ﬁrst is to ask why the
person sought treatment; the second is to ﬁnd
out the person’s goal; and the third is to ﬁnd out
how much the person is prepared to do to
achieve the goal, in other words their motivation
and resources. For the individual concerned, it is
a chance to tell their story. Some people may be
able to develop insights into their own diﬃculties
by telling their stories. For people with neuro-
genic communication disorders, it may be
necessary to use other methods such as pictures,
photographs, body language or talking to family
members; these may generate non-verbal ‘narra-
tives’. In the hypertension project, narratives
were generated by individuals recording data on
their own mobile phones.
In some projects, the person’s own goals were
seen as central to the narrative, while in others
they were not explicitly acknowledged or even
mentioned. One interviewee said that
.. in person-centred care the goal is what the per-
son says is the goal and then the surgical
procedure is just a tool, a means to achieve the
goal (R8).
Other formulations of this view were that pro-
fessionals needed to focus on the person’s goals
and not the professional’s goals, or that the per-
son’s goals formed the starting point of care.
Interviewees gave a wide variety of examples of
people’s goals, all of which were based on the
lifeworld rather than reﬂecting biomedical goals.
These included picking mushrooms in the forest;
digging a potato patch; walking the dog, as well
as common goals such as having a job or a part-
ner. One interviewee working with older people
from immigrant backgrounds said:
Maybe it’s not so important to be able to go to the
toilet independently, it might be more important
to focus on, “I want to go to the book club once a
week” (R16).
By engaging with the person’s lifeworld goals,
it may be easier to discuss the professional’s
goals such as giving up smoking.
Interviewees also gave examples of situations
in which they tried to modify the person’s goals
by setting interim goals or changing unrealistic
goals. Some pointed out the need to help
patients formulate interim goals if their goals
were not easily reached. Interviewees also said
they helped people to think about what
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resources might be needed for them to achieve
their goals. One interviewee talked about devel-
oping their intervention around the activity
goals of each person, to help them achieve what
they wanted to achieve. For most interviewees,
establishing the person’s goals could take time.
Some interviewees talked about problematic
aspects of people’s goals and how they managed
in such cases. If the person’s goal conﬂicted with
the professional’s goal, interviewees had diﬀer-
ent responses depending on the context. In some
cases, they simply respected the person’s opin-
ion. In other cases, professionals could struggle
if the patient wanted to do something diﬀerent
from what they had advised or recommended.
Interviewees said that if patients’ goals were
unrealistic, they could sometimes be broken
down into smaller steps, or they might try to
shift the person’s goals to more realistic ones:
..the patient was asked “What are your goals?”
and he said “To be able to drink as much alcohol
as I can get hold of” . . .. But what our very . . .
experienced doctor who asked that question and
got that answer, she said “Well, maybe we could
think about other things that give your life mean-
ing” (R15).
Professionals could not support the goals of
people suﬀering from paranoia, or dangerous
goals such as the wish to keep a weapon at
home. Some interviewees spoke about how
health-care professionals could skilfully change
someone’s perception and therefore their goals.
Thus, interviewees saw the purposes of the
narrative as a way of showing patients that they
are seen as people; establishing their goals;
understanding the context of treatment or why
people may not be interested in professional
advice; and as the basis for agreement
and partnership.
Partnership
The partnership between persons and profes-
sionals was described diﬀerently by various
interviewees, depending on the nature of the
patient population and the context of the pro-
ject. While the routine of narrative involved the
elicitation of goals, for several interviewees
partnership was about reaching agreement
about shared goals. To reach the agreement,
professionals may have to identify the person’s
resources and their need for support, to help
them achieve their goals. For one professional,
‘success is the actual agreement’ (R5). Some
interviewees talked about the person as an active
partner. In the context of rehabilitation,
one commented that it is impossible to do reha-
bilitation if the person is not involved. To make
the person an active partner, the professional
may need to use the person’s capacity and
resources in addition to their own knowledge,
skills and understanding. One interviewee
described PCC as:
. . . listening and identifying and agreeing with the
patient on what resources they have and what sup-
port they need from us to reach that goal (R5).
It was recognized that this places demands on
individuals because they have to do most of the
work and take responsibility; it was also recog-
nized that not everyone wants, or is able, to do
this. Some interviewees talked about patients as
equal partners, because patients are expert in
themselves and in their experiences of illness.
This meant that conversations were diﬀerent
and the rules were changed. As an equal discus-
sion partner, the patient can choose what to
discuss. In the hypertension project, possession
of one’s own data could change the relationship
between patient and professional. Clearly, com-
munication is central to this kind of partnership.
However, several interviewees noted constraints
on the partnership conceived in this way. As
one said
even if you’re person-centred you can’t be some-
one’s best friend because you’re still there to do
your job in the context of health care (R18).
If the person is suﬀering from psychotic symp-
toms, they may need to take medication before it
is possible to ‘share worlds’ (R14). Some respon-
dents commented on the tension between doing
what the person wants and being professional;
others noted that they acknowledged the limits
of what they could do, sometimes referring
patients to other agencies or networks. Several
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respondents talked about the person’s social net-
work, either through the inclusion of family and
friends in consultations, or more formally
through the establishment of a social resource
group as in the psychosis project. In this partner-
ship, the role of the health-care professional may
be transformed from a provider of care to a con-
sultant, adviser, administrator or facilitator.
One explained:
It’s more like a discussion partner who can talk
about what’s evidence based and what could be
good for you and are there any diﬃculties in your
life that you cannot solve at the moment (R16).
Some professionals commented on the need to
be self-critical in this process, to be aware of
their own approach and to ensure that they had
really listened.
Documentation
In the original characterization of PCC, docu-
mentation was seen as a way of safeguarding
the partnership and recording the person’s
narrative. Ekman et al.9 argued that this
documentation gives legitimacy to patient
perspectives, makes the patient–provider inter-
play transparent and facilitates continuity of care.
Unsurprisingly, the index project had the most
well-developed procedures for documentation.
The person-centred health plan (see Fig. 1) con-
tains a symptom diary which people complete
every second day while in hospital; this is jointly
discussed and re-evaluated on a regular basis
during the medical rounds. The person receives
a copy of the PCC plan, and at discharge, it is
discussed with the responsible primary care
health-care provider. During each visit at the
outpatient clinic or primary care clinic, the PCC
plan should be discussed, evaluated and, if nec-
essary, revised together with the person. The
PCC health plan is therefore seen as a way of
‘guaranteeing the care chain’, in other words
making sure that information about each person
is shared with other health-care professionals
caring for that person. Individuals are given all
the documentation when they leave hospital,
including test results, discharge summaries and
the PCC health plan itself. The health plan can
also be used to ensure that the person really did
receive person-centred care.
Figure 1 Example of person-centred health plan.
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Interviewees in other projects talked about
documentation in two ways: as part of clinical
practice and as a resource for individuals. They
said that some of the other projects have clear
documentation as part of their clinical practice
or their intervention and some do not. Some
interviewees described challenges to integrating
PCC with medical records. One said that even if
one professional makes a record in the patient’s
chart, it is not always transferred to other staﬀ.
Even though the patient’s narrative was priori-
tized, the documentation system did not always
have enough space or the right structure for
recording these narratives:
.. there’s all kinds of subheadings. . . it just makes
it, fragments it, you have to write one thing here,
there’s no way to document a narrative (R6).
Another said that ‘documentation is a huge
problem. . ..that so far we have always used
paper’ (R8) but this caused diﬃculty in transfer-
ring their own system of documentation to an
electronic record.
As a resource for individuals, some projects
had developed documents appropriate to their
own settings including a health diary, journal
writing and notebooks as well as a website con-
taining a health diary option, chat function and
the technology for people to monitor their own
health status. One interviewee talked about
. . .notebooks that (we) give to the patients from
the beginning. . .also space where they can write
their own thoughts. . .what kind of questions they
want to ask the doctor (R13).
A range of technologies are used for docu-
mentation, both paper based and electronic. In a
couple of projects, people were able to use
mobile phone technology to record data about
themselves. Interviewees said that this could
increase patients’ understanding of their own
functioning and to help them make connections
between functioning and health status.
Some forms of documentation include data
provided directly by the individual, while others
are administered by professionals. As in the
index project, documentation could provide a
means of sharing information with the person,
or developing jointly written care plans. Talking
of the latter, one interviewee said:
..the care plan needs to be documented very..
meticulously..otherwise you can’t really tell at all
whether the patient has been given person-centred
care or not..we need to ﬁgure out, then, in the
group. . .what should they write as documentation
(R14).
Conclusions
The problem which the architects of GPCC
aimed to address is the paucity of person-centred
practitioners.20 In this paper, we have shown
how professionals who are implementing an
evidence-based model of PCC have translated it
into their own settings. In the process of turning
theory into practice, they have elaborated the
programmatic statements in original GPCC
model of person-centred care. The model has
been evaluated using randomized controlled
trials with people experiencing hip fracture,
heart failure and acute coronary syndrome.12–14
In the present study, the three routines were
implemented in several other settings, despite
some barriers and tensions.16,21
Reeve has pointed out that there is no deﬁni-
tion of the person in patient-centred care,22
and this study shows that articulation of the
person was at least as important as the three
practical routines of PCC. In the words
of one interviewee:
the main problem with implementing person-
centred care is that you can’t tell anyone how to
approach people, it’s not about what you do it’s
more about how you are (R16).
For several interviewees, a central feature of
PCC was the diﬀerence between a person and a
patient, and the importance of seeing the ‘pa-
tient’ diﬀerently. The patient is seen as a person
who is capable and resourceful despite their
health problems, and whose care should be
shaped by their own experiences and goals. Indi-
viduals’ goals are often absent from clinical
practice 23 and are not usually measured in clini-
cal trials and so are also absent from the
evidence base.24
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These GPCC clinician-researchers have used
frameworks from their own professional training
and other sources to elaborate the original
model of person-centred care and implement it
in their own settings. Seeing the patient as a per-
son who is more than the sum of their biological
parts, and as a capable stakeholder, requires a
change in the mindset of clinicians, particularly
those who believe they already practise in a
patient-centred way.25 All the interviewees
perceived PCC to be diﬀerent from usual care,
and some explicitly said that it diﬀered
from biomedicine.
The paradox of PCC is that it focuses on per-
sons who are initially identiﬁed and deﬁned by
their medical categories, and in this study, all the
projects except one have labels based on diag-
noses or risk factors. This paradox may
attenuate in situations of multimorbidity, where
people have been given several diagnostic labels.
The GPCC model is based on routines but this
study shows that the changed perceptions of
professionals are at least as important as the
routines; all the interviewees in our study had
signed up to it, but others might be less willing
to do so, especially if they are unable to see the
diﬀerence. The trials that have provided the evi-
dence base for the GPCC model have used
various outcome measures including length of
hospital stay, functional performance, risk of
readmission and quality of life.12–14 There may
be other, as yet untested, outcome measures of
greater importance to patients.
For professionals, PCC has a built-in tension
between being an advocate of the patient and
supporting their goals; a professional who is
governed by rules, regulations and evidence-
based guidelines; and more recently a provider
of a service located within the economic market-
place. For organizations, there are several
competing professional or institutional logics
within the health-care setting.26 It has been
shown that there may be a clash between the
logic of medicine (based on health outcomes)
and the economic managerial logic, based on
eﬃciency.27,28 PCC introduces the further
dimension of health as a resource for everyday
life.29 A particular area where this clash between
diﬀerent logics is evident is the integration of
PCC into clinical practice. Medical records are
constructed within a biomedical frame designed
to transform personal narratives into black and
white clinically deﬁned categories; there is no
room for the colourful and idiosyncratic nature
of individuals’ experiences.
Sociologists and others have argued that the
emphasis on self-management and patients’
resources is part of the move to a more eﬃcient
and less costly health service, in which patients
take on roles and responsibilities previously
given to professionals.30–32 In this study, the dis-
cussion of capability was based on a philosophy
of the person,11 rather than as part of a
neoliberal strategy to shift responsibility. The
engagement with people’s goals was much
broader than improved self-management. One
interviewee referred to cost-eﬀectiveness as ‘very
boring words’ (R18) and others made little refer-
ence to the costs of health care.
This paper has some limitations. Most of the
projects were still at the stage of developing their
interventions, and so interviewees were drawing
upon their experiences of the piloting and devel-
opment phases of their projects as well as their
previous professional experiences. As the focus
is on the views of clinician-researchers who are
working to implement the GPCC routines, no
service users were interviewed, but we plan to do
so in the next phase of this study. Despite these
limitations, the strength of the paper is in its
focus on the implementation of an evidence-
based model of PCC in a wide range of clinical
and non-clinical settings. The experience of these
GPCC clinician-researchers demonstrates what
is needed for health-care professionals to
become practitioners of PCC. There is a need for
a changed clinical mindset, in which patients are
seen and understood as persons, which is at least
as important as the practical routines. There are
epistemological and practical challenges in rec-
onciling people’s narratives and lifeworld goals
with everyday practice. At GPCC, these chal-
lenges are being addressed through training
programmes for professionals, innovative meth-
ods to make PCC routines habitual and
innovative methods of documentation.
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